th edition, we present a paper by Mark Jordans and colleagues that undertakes a thorough, well conducted and systematic review of the literature on interventions related to the psychosocial well-being and mental health of children affected by violence. 66 peer reviewed publications, based on interventions in 18 low and middle income countries, are considered and the scope of the review ranges from systematic evidence based outcome studies to those encompassing multi-sectoral, holistic and ecological approaches. The breadth of interventions covered reflects the ongoing paradigmatic shift in this field from a narrow disorder specific focus to a greater concentration on general wellbeing, mild distress, and from tertiary to primary and secondary prevention.
Introduction
There is increasing evidence for the effectiveness of psychosocial and mental health treatment in low-and middle-income countries. A review by Patel and colleagues (2007) demonstrates that there is evidence for the effects of treatment for depression, antipsychotic drugs for schizophrenia, and brief interventions delivered by primary care staff for substance abuse. However, while the review highlights community-based rehabilitation models as a low-cost and integrative framework for care, it also points out the lack of evidence about effectiveness of such interventions (Patel et al., 2007) . Other reviews echo the dearth of evidence for affordable child psychosocial and mental health interventions in low-and middle-income countries and complex emergencies (Morris et al., 2007; Barenbaum, Ruchkin, & SchwabStone, 2004; Patel et al., 2008) . For example, a worldwide systematic review on evidence-based primary prevention programs includes only studies in high-income countries (Flament et al., 2007) .
Child mental health problems are a significant contributor to the global burden of disease . Especially within low-and middle-income countries, there is a vast gap between child and adolescent mental health needs and the availability of resources, as well as lack of program development and policy to address the gap (Belfer, 2008; Patel et al., 2008) . Additionally, considering the ample research on the harmful impact of armed conflicts and violence on children, the importance of psychosocial and mental health care for children cannot be overestimated (Stichick, 2001; Barenbaum et al., 2004; Williams, 2006) . Though there is increasing consensus on mental health and psychosocial interventions in complex emergencies (IASC, 2007) , there is a gap between child mental health needs and availability of evidence-based interventions (Morris et al., 2007; Patel et al., 2007) .
A small number of recent reviews have addressed the issue of children in complex emergencies, with particular attention paid to children in areas of armed conflict (Barenbaum et al., 2004; Kalsma-van Lith, 2007; Moss et al., 2006; Williams, 2006; Morris et al., 2007) . These reviews emphasize (a) the lack of available assistance for children exposed to war and the need for development of assessment and interventions in their home countries (Moss et al., 2006; Barenbaum et al., 2004) ; (b) the need for combined attention to childrenÕs resilience and risk factors for developing severe mental health problems (Williams, 2006; Barenbaum et al., 2004) combined with a division between a curative mental health care approach and a developmental preventative approach (Kalsma-van Lith, 2007) ; (c) the scarcity of formulated specific therapy techniques and intervention effectiveness research for war-affected children (Barenbaum et al., 2004; Morris et al., 2007) ; and (d) the need for accessible, low-cost, systematic interventions (Moss et al., 2006; Williams, 2006; Barenbaum et al., 2004; Morris et al., 2007) . In her review of community based mental health care in lowand middle-income countries Wiley-Exley (2007) calls for a further review of interventions targeting children. Although resourceful, the available reviews are neither rigorous nor systematic and/or are focused on the impact of armed conflict or the immediate response after emergencies. The current study is therefore the first to systematically review the literature on psychosocial and mental health interventions for children during and after war in low-and middle-income countries. The two aims of the review were (1) to provide an overview of the evidence-base for mental health and psychosocial treatment for children and adolescents in areas affected by violence and (2) to synthesize treatment descriptions and recommendations in order to summarise trends, including the non-researched, practical and grassroots context.
Method
The following databases were searched: PubMed, PsychINFO and PILOTS with the following search terms: (ÔchildÕ or ÔadolescentÕ) and (ÔwarÕ or Ôarmed conflictÕ or Ôcommunity violenceÕ) and (ÔinterventionÕ or ÔtreatmentÕ) and (ÔpsychosocialÕ or Ômental healthÕ). In addition, a number of authors were approached for relevant publications. The search was limited to publication dates between 1991 and 2008. An initial search was performed on 15 August 2006, and repeated on 20 February 2008 to update results.
Articles were included for full review if they adhered to the following criteria: (a) publication involved description of, or recommendations for, psychosocial or mental health treatment or intervention programs with children specified as primary or secondary beneficiaries; (b) the article focused on low-and middle-income countries following definitions of the World Bank (2007) , thereby excluding publications focusing on refugees in high-income countries; and (c) the publication was focused on protracted violence and long-term complex emergencies.
A four-step procedure for reviewing the search outcomes was followed. First, based on the above inclusion criteria, all search outcomes were assessed by title and/ or abstract. Second, if these criteria were met, or if the review of title and abstract was insufficient to exclude the study, the publication was selected for full review. Third, after full review, a final number of articles were included in the study. Fourth, all included articles were cross-referenced.
Actual review and analyses of the selected publications were conducted in several steps. First, articles were read by two authors of this paper (MJ and WT) and summarised in a pre-defined format. Second, information from the completed formats was transferred into a table with the following categories: intervention/treatment modalities (approach, focus, content/techniques, implementation steps), specification of target group and location, recommendations, cultural adaptations, classification as a clinical paper if describing an actual implemented intervention component, and a position paper if otherwise. Third, all treatment descriptions were categorised as targeting general well-being, psychosocial distress, psychopathology, or a combination. Interventions per category were subsequently grouped based on their primary treatment focus. Fourth, for the outcome studies the following categories were added: study (sample, design, instruments), outcomes and level of evidence (1 = randomised controlled trial; 2 = quasiexperimental design; 3 = non-controlled design; 4 = case studies; adapted from Morris et al., 2007) . All studies with an outlined methodology for evaluation, and reported results, were included in the treatment outcome table. Fifth, effect sizes (CohenÕs d) were used to standardise the differences in outcome variables and allow for comparison of the different statistical measures. Effects sizes greater than 0.60 were classified as large, 0.30 to 0.60 as moderate, and less than 0.30 as small (Cohen, 1988) . Finally, we summarised all entries on specific mention of (a) cultural adaptations and (b) evaluation components (for non outcome studies).
Results
The searches resulted in a total of 500 publications; PubMed returned 156 articles, PsychINFO 176, and PILOTS 86, 32 articles from cross-referencing and 50 articles through experts. Ninety-seven articles were selected for full review; 31 were excluded as not meeting the study criteria, leaving 66 for study inclusion (see Table 1 ). The articles describe activities in 18 countries To review the evidence base for treatment, publications describing an outcome study (with outlined methodology as a minimum criterion) are depicted in Table 2 . In total 12 studies have been published with different levels of evidence. Two studies report randomised controlled trials (RCTs), 3 report non-randomised controlled studies, 6 report non-controlled studies, and 1 presents a case study. The interventions target symptoms of post-traumatic stress disorder (PTSD) and depression, and generic emotional, social and behavioral problems, as well as stressors. One study evaluates an intervention for individual children (Onyut et al., 2005) and one focuses on the parent-child dyad (Dybdahl, 2001a) . All other studies evaluate group interventions. The majority of outcome studies focus on PTSD symptoms (8 studies, 66.7%).
Eleven studies show patterns of positive treatment effects primarily reported as symptom reduction and/or increased protective factors (Stichick-Betancourt, 2005; Woodside, Santa Barbara, & Benner, 1999; Bolton et al., 2007; Dybdahl, 2001a; Gordon et al., 2004; Layne et al., 2001; Cox et al., 2007; Loughry et al., 2006; Onyut et al., 2005; Paardekooper, 2002; Gupta & Zimmer, 2008) . Eight of these show improvements on multiple indicators, and two report sustained long-term effects at 9 months (Onyut et al., 2005) and 12 months (Woodside et al., 1999) post-treatment. Three of the studies also note negative outcomes: the risk of undermining the need for normality through intervention participation (Stichick-Betancourt, 2005) , reduction of hope compared to control group (Loughry et al., 2006) , and increased avoidance symptoms (Gupta & Zimmer, 2008) . One qualitative study failed to replicate positive quantitative findings when examining the same intervention (Cox et al., 2007) . Three studies present no significant treatment effects of an emotion-focused coping group intervention, a creative workshop approach for depression, and a group crisis intervention for PTSD and depression symptoms (Paardekooper, 2002; Bolton et al., 2007; Thabet, Vostanis, & Karim, 2005, respectively) . The two reported RCTs give different results: Bolton and colleagues (2007) show the efficacy of group interpersonal therapy in reducing depression symptoms among 14 to 17-year-old adolescent girls in Uganda, whereas a mother-child intervention in Bosnia has moderate positive effects on mothersÕ mental health, childrenÕs weight gain, and childrenÕs psychological functioning (Dybdahl, 2001a) .
Comparisons of effect sizes provide a more nuanced picture of positive trends (see Table 2 ). Results from the RCTs demonstrate moderate treatment effects (d = 0.53 in Bolton et al., 2007; between d = 0.33-0.54 in Dybdahl, 2001a) . The study by Loughry and colleagues (2006) shows small effect sizes for CBCL change (d = 0.27) and a moderate effect size for hope in the control group (d = 0.40). The studies of Paardekooper (2002) and Layne and colleagues (2001) give unclear findings in terms of effect sizes. The former demonstrates that if a cut-off threshold is used to evaluate treatment, no effect is detected despite reporting moderate to large effect sizes (d = 0.54-1.42). Layne and colleagues (2001) report large effect sizes for symptom change (d = 1.31-2.07) but no significant interaction effect for group membership (partial or full treatment participation). The results section of the study by Woodside and colleagues (1999) only allows for calculating the (small) effect size of one of the indicators for which treatment effect is stated (d = .27 for social distance). In the non-controlled studies, effect sizes are generally large (d = 0.6-2.4 for Gordon et al., 2004 ; d = 2.25 for Gupta & Zimmer, 2008; 2.78 for Onyut et al., 2005) . However, it should be noted that these are effect sizes of change not of treatment efficacy due to the lack of comparison of change scores with a control group.
Treatment focus and recommendations of the 66 studies were grouped in categories and subcategories (see Table 3 for detailed division of the publications over all categories and the 12 sub-categories). Category 1 comprises interventions targeting general well-being (18.6% of the publications) with primary intervention foci including resilience (8.6%), the childÕs social context (4.3%), education (4.3%), and reconciliation (1.4%). Category 2 comprises interventions targeting psychosocial distress (30% of the publications) with psychological (22.9%), social (5.7%), and traditional healing (1.4%) as sub-categories. Category 3 comprises interventions targeting psychopathology (18.6% of the publications) with primary intervention foci including PTSD (12.9%), depression (1.4%), or general mental health disorders (4.3%). Seventeen publications (24.3%) report interventions with multiple foci, which can be divided into two categories: multi-sectoral (also targeting issues other than psychosocial distress, e.g. reconstructing infrastructure) (18.6%), and multi-levelled (simultaneously targeting different levels of distress) (5.7%). The remaining six publications are not included in the categorization, five because they are reviews (Barenbaum et al., 2004; Morris et al., 2007; Kalsma-van Lith, 2007; Moss et al., 2006; Williams, 2006) , and one because it does not fit in any of the categories (Hepburn, 2006) .
A wide range of treatment modalities is reported (see Table 3 ). The most frequently mentioned treatment modalities used across the different categories are creative-expressive, recreational, and psycho-educational activities. Creative-expressive approaches include techniques such as story telling, drawing, writing, playing, role-playing, singing, dancing, playing music and performing psychodrama. Other treatment modalities are specific for the level of distress targeted such as counselling and family care targeting psychosocial distress, and psychotherapies targeting specific psychopathology such as PTSD. Few explicit therapies are reported: narrative exposure therapy (Schauer et al., 2004; Onyut et al., 2005) , trauma/grief-focused group psychotherapy (Layne et al., 2001 ); dance and movement therapy (Harris, 2007) , cognitive behavioural therapy (Jones et al., 2003) , group interpersonal therapy (Bolton et al., 2007) and parent-child interaction therapy (Dybdahl, 2001a,b) . Only one publication mentions the use of psychopharmacology (Jones et al., (Cohen, 1988) 6 Mark J.D. Jordans et al. 
2003). Many interventions include a component related to the narration or expression of traumatic memories.
Publications that present multi-sectoral interventions are mostly ÔholisticÕ programs that integrate income generation, prevention of community risk factors, child protection, and community mobilisation incorporating psychosocial, mainly preventive, activities such as strengthening support systems, self-help groups, creative-expressive activities (for example Triplehorn & Chen, 2006; Wessels & Monteiro, 2006; De Berry, 2004; Boothby, 1996) . Multi-levelled approaches are represented to a lesser degree and only one of these actually implemented a multi-level program (Saltzman et al., 2003) . Comparable ingredients between the publications comprised awareness-raising or psychoeducation, screening or assessment, counselling or teacher-based support, and group based therapy or specialised services (Brymer, Stuvland, & Medway, 2005; Yule, 2000 Yule, , 2002 Saltzman et al., 2003) . When making a distinction between position papers (publications that focus on policy and do not present an actually implemented intervention or study thereof) and clinical papers (publications that do describe implementation of interventions or study thereof), it appears that 37.3% of the total publications are position papers (46.3% when outcome studies are not included). The foci of the position papers are equally divided over the different categories, with the exception that the psychopathology category only includes one position paper.
In total, 79% (n = 23) of the publications describing treatments report some level of evaluation or the described intervention has been studied in one of the outcome studies (see Table 4 for details). All present positive outcomes, ranging from symptom reduction to improved community mobilisation. Bearing in mind that publications that only described needs assessment were excluded from this study, we found that only a small number of intervention publications included needs assessments (de Berry, 2004; Arafat & Musleh, 2006) . Several of the position papers specifically mentioned the importance of evaluations and appropriate instrumentation to conduct such evaluations (Yule et al., 2003; Boothby 1996; Barenbaum et al., 2004; Morris et al., 2007) . Some authors highlighted the challenges of evaluations or questioned the usefulness of effectiveness research (Hepburn, 2006; Kos & Derviskadic-Jovanovic, 1998; Kos, 2005) .
In summarising the trends of treatment modalities in low-and middle-income countries, we believe it is important to specifically review the extent of cultural adaptation. The majority (67.7%) of the publications mention cultural adaptation as a recommendation or as a pre-requisite for implementation, and the publications without specific mention of cultural adaptation may still include an inherent adaptive component such as resilience, social-community approaches, conflict resolution, needs-based goal setting, and working with the family system (see Table 5 ). However, few give detailed accounts of any actual adaptations made. If adaptations are formulated, they are mainly in terms of (minor) inclusion of traditional components (25.8%) within the healing process or in terms of collaborations with existing resources such as religious practices, rituals, and traditional healing. There is a trend that the effectiveness studies make less mention of adaptations, as well as those that are done in closer geographicalcultural distance to high-income countries, for example, Bosnia. A few authors call for adaptations of assessment and screening of mental health and psychosocial problems through locally developed and cross-culturally valid instruments (Bolton et al., 2007; Barenbaum et al., 2004; Yule et al., 2003; Jones et al., 2003) .
Discussion
Following the aims of the study, the results are presented according to the level of evidence for the effect of intervention and the application and recommendations according to treatment modalities.
Evidence base
The few evaluation studies reviewed in this paper cover a range of interventions and conditions. Most interventions are evaluated positively on a number of indicators. At the same time there is a lack of evidence for the efficacy and effectiveness of certain interventions. Most studies lack scientific rigour to determine causality or the strength of reported change. A meta-analysis of effect sizes demonstrates that treatment efficacy is at best moderate. Though high effect sizes are found, these are largely within-group change effects rather then treatment effects. Moreover, the meta-analysis confirms a general lack of empirical evidence; some studies report positive treatment outcomes on the basis of incomplete information (e.g. no data), neglecting large treatment effects seen in control groups, or from inadequate research designs (e.g. without control group). Such reporting further obscures the available evidence. With so little evidence for the efficacy and effectiveness of interventions for children in areas of conflict, this field is in need of more rigorous research, as has been recommended in other reviews (Patel et al., 2007; Morris et al., 2007; Betancourt & Williams, 2008) , and there is a complete lack of treatment mechanisms research. As noted by Patel and colleagues (2008) , a weak evidence base limits our ability to infer comparative strengths and limitations of interventions and in turn to scale up interventions. The conducted studies are skewed in their primary focus on PTSDsymptoms, while several of these studies also include other indicators and few studies target different conditions altogether. The skewed focus may be explained by the fact that effect studies require the study of a specific intervention for a targeted condition, as well as by a trend among researchers to emphasize PTSD in complex emergencies. The lack of evaluations of the multifocused interventions can be explained by the methodological constraints due to combined methods and objectives. This study confirms the weak evidence base that has been reported for child mental health in low-and middle-income settings in general (Morris et al., 2007; Barenbaum et al., 2004; Patel et al., 2008) . In addition, we add an in-depth overview of reported treatment approaches and practices. Reviewing treatment modalities among both outcome studies as well as non-researched interventions enabled us to differentiate commonalities and variations, providing an overview of trends and apparent consensus within the field.
Treatment modalities
In general, we see diversity in treatment modalities depending on the targeted distress level, with some modalities such as expression/creativity and psychoeducation common across categories. Geographical representation, especially for the treatment evaluation studies, is seriously skewed towards countries formerly part of Yugoslavia. A majority of the publications reported adaptations to the cultural context of the intervention; however, the adaptations are generally minimal and briefly described or simply just recommended. Similarly, evaluations of interventions (excluding treatment outcome studies) are common within the treatment publications with almost uniformly positive results. However, they lack thoroughness by relying heavily on anecdotal information. To improve evaluation procedures in low-and middle-income countries, a number of authors call for more concentrated efforts for contextually valid assessment procedures to increase relevance of indicators, and this echoes publications not included in the review (Miller et al., 2006; Betancourt & Williams, 2008; Jordans et al., in press) .
It is noteworthy that the emphasis on PTSD among the treatment outcome studies is not applicable for the totality of articles included in the review, since all PTSD-focused articles are outcome studies. This seems to indicate that the field at large has moved away from a narrow focus on trauma while treatment outcome research remains limited in approach and target. There is an even balance of interventions targeting different well-being/distress levels, especially when considering that the majority of the multi-sectoral interventions are targeting general wellbeing. These findings agree with the increasingly advocated paradigm shift from a clinical tertiary prevention focus to primary and secondary prevention in low-and middle-income countries (De Berry, 2004; Stichick, 2001; De Jong, 2002; Tolfree, 1996) . These findings provide a more nuanced picture than the dichotomisation between curative/psychiatric and preventative/psychosocial interventions as outlined by other publications that have reflected on the literature of interventions for children affected by armed conflict (Betancourt & Williams, 2008; Kalsma-van Lith, 2007) . There seems to be less of a divide than is often reported. At the same time it is apparent from this literature review that a public mental health framework is frequently advocated, primarily because of lack of resources and the lower need of specialised services, yet only one actual application of a multi-levelled approach is reported (Saltzman et al., 2003) . Similarly, only a few authors have published accounts of the design and implementation of multi-sectoral approaches. Furthermore, there is emerging consensus on the adoption of community-based approaches as opposed to a clinic-based approach. An overwhelming number of the articles report or recommend community-based work. However, few studies actually elaborate on what that entails in practical terms (e.g. Wessels & Monteiro, 2004 De Berry, 2004; Boyden, 1994) or define a community-based approach (for example, see de Jong & Komproe, 2002) . Similarly, few of the overall reviewed publications elaborate on the content of the interventions and treatment approach. There are many position and policy papers or clinical programs that scarcely mention actual service delivery.
Limitations
A few limitations of the systematic review methodology should be noted. First, although categorisation of treatment approaches was based on thorough analytical procedures, the decision to assign a publication to a certain treatment category was based on its core treatment focus, which may have overlooked the overlap of different approaches in one publication (unless specifically presented as a multi-foci approach). Second, a certain overlap between approaches could not be avoided. Third, only peer-reviewed articles and chapters were included, thereby omitting a vast body of Ôgrey literatureÕ, with more descriptive information on interventions. For example, Tolfree (1996) is a good example of a description of multi-sectoral and practical interventions for conflict-affected children not included in the review.
Conclusion
While mostly positive, the results of the outcome studies are far from convincing. The scarcity of rigorous studies, the diversity of researched interventions, and the conditions and diversity of results make firm conclusions difficult. Though some evaluations are promising, effect sizes of controlled studies are, at best, moderate and several evaluations have serious methodological flaws. Effect studies are skewed geographi- 
Others
The importance of adaptations are mentioned but no details provided 6 (9.1%) cally and towards targeting PTSD-symptoms. An overview of the employed treatment modalities presents a range of interventions, with creative-expressive techniques most commonly reported. Consensus seems to be present in discourse favouring multi-levelled community-based approaches, cultural adaptations, and evaluations. However, actual adherence to these principles is not often reported or lacks depth. The field at large seems to have moved away from a narrow disorder-specific focus to a more balanced distribution of attention to general well-being, mild distress, and psychopathology. There appears to be a gap between research, policy and practice as there is a serious lack in the literature of evidence-supported interventions and presentation of applications of treatment approaches. Future efforts should be more theory driven and develop clear paradigms for dealing with psychosocial and mental health care for children, which may be challenging considering the demonstrated paradigm shift from narrow to broad programming and the lack of developed theory for the latter. Moreover, increased development of care systems, contextualised interventions, extensive research on efficacy and effectiveness of treatments, and research aimed at identifying specific working ingredients of treatments are recommended in order to create an evidence base from which psychosocial and mental health interventions can be scaled up.
